Y
MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH 83—029763

DEPARTMENT OF PUBLIC HEALTH AND wal.ragls 1003 '?2 STATE EIE NUWEER
Regintraiion Dmn:l Nn g _Primary Rggutmnon District N iatrar's No

U
DO NOT WRITE AMEN E i?l = TR IR - -
ON THIS STUB DED EDJUL1- 1963

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. |f institution: Residence before

a. COUNTY a. STATE MiSS + b, COUNTY admission)

b. Ccl,TnY {If outside corporate limits, give TOWNSHIP only) Length of stey in 1h c. CITY Inside Limits
OR
T o
OWN  Stf Louils 8 hours TN St, Louis Yol N O

¢. FULL NAME OF [If NOT in howpital, give location) Intide Limits d. STREET (If cutside, give location) Reside on Farm
HOSPITAL OR ADDRESS

INSTIUTION  De Paul Hospital YeX) No DI 1202 Connecticut YO N B
A. NAME OF DECEASED First Middle __Lall 4. DAFYE Month Day Year

{Type or print) LT O
MARGARET BERNICE CALLIER DEATH July 11 1963
5. SEX 6. COLOR OR RACE 7. Married [J Never Married [J [5_ DATE OF BIRTH ©. AGE (last birthday) | IF UNDER ) YEAR | [F UNDER 24 HR

Female White Widowed [ Divorced [| 11/11/1902 60 Months ] Days | Hours Ain.

10a. USUAL OCCUPATION ([Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE {Ciry and state or country) | 12, CITIZEN OF WHAT COUNTRY

dyci f king llfe, if ratired 4 N .
PSS LB 1 oven 1 retired) Carter @arburetor | St. Lowis Missouri U.S.A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

John Kevin MeGrane _Rebecca Tracy
15. WAS DECEASED EVER IN U.5. ARMED FORCES? ) 17.  INFORMANT Addreia
{Yes, no, or unknown) | {If yes, give war or dates of service)

To Dolores Gamache 1102 Comnecticut

18. CAUSE OF DEATH (Enter only ane tausa par lina for o, (s wies ju- INTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY: ONSET AND DEATH
IMMEDIATE CAUSE (4) ,&m 20 /2'/10

Conditions, if any, DUE TO (b} ﬁ.,/f ,ﬂ‘cébv MM LT9C M

wbr:::h gave rlw‘ r]o

above cause (4).

stating the under- . 3 3 /*
lying cause last. DUE TO [¢)

PART I1l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relsted to the terminal PART I11I. If decessed was female was
divease condition piven In PART | {a} there a pregnancy in laxt 90 days.

I O YesJ_%NO l 1 Unknown

T5—WAS AUTOPST | 305 ACCIDENT SUICIDE  HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED, (Enter netur of Injury in PART I or PART H of ftem 18,
PERFORMED? 0o o 0 -
YES[] NO |¥,

20c. TIME OF Howr Month, Day, Year

INJURY a.m.
p.m. -

20d. INJURY OCCURRED 20a. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION | COUNTY
WHILE AT WORK [ farm, factory, wireetr, office bidg., erc.) .
NOT WHILE AT WORK [J

21, | sttended the deceasad from ,’] /" 4~ ‘13 ? = II' L3 and lasr saw :&“"’ on ?’ //' A 3

Death occurred at q E GDN m on the dsta stated above, and to the best of my knowledge, from the couses stated.

- . Z2c. DATE SIGNED
T smNATU?)(/ & g}v il } 27b. ADDRESS /M A/u ﬁ-‘/&“’ ';4 >3

23a. BURIAL, CREMATION, DATE 2 'NAME OF CEMETERY OR CREMATORY 23d. LOCATION (Cl!y, tawn, of county) . (S|.u|=)
REhﬁ?’{ﬁmm ' ﬂy 15 1963 Calwary (_lemetery

24. FUNERAL DIRECTOR ADORESS

BUCHHOLZ MORTUARY 5967 W. FLORISSANT AVE} JUL 33 - ¥

VS 300
Rev. 4/59

D

\' DATE AMENDED

DOCUMENT

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




I

STATEMENT BY LICENSED EMBALMER

| hereby ceriify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by 3 ~ 7 Student Embalmer No.

working under my personal supervision,

- %u/ /\34&:4/44@,// |

Signature of Studant Embalmer
,: —— ;-_-
Licensed Embalmer No.__- /

»
P. Q. Address%—‘"’w

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above.

T

-




